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of the eye were dissected with care. The external recti were slightly more 
yellowish than the other muscles of the eye. The lungs exhibited the com¬ 
mon lesions of tuberculosis. 

Microscopic examination of the cord showed in the lumbar region a quite 
limited area of oval shape in the centre of the column of Goll, which appeared 
to differ from the rest of the posterior fibres by more pronounced staining 
and greater abundance of nuclei. In the dorsal region characteristic lesions 
of posterior sclerosis were demonstrated in the neighborhood of the eighth 
dorsal pair, not very pronounced and greater upon the right side than upon 
the left. In the cervical region posterior sclerosis was marked, predominating 
upon the right side. In the superior cervical region the lesions reached their 
maximum of development, but were still confined to Burdach’s columns, the 
asymmetry of the two sides being still more readily appreciated. In the 
medulla sclerotic zones were again seen symmetrically occupying the cunei¬ 
form tracts (Burdach’s columns), but of greater extent upon the left than 
upon the right side. The sensory pyramidal tracts were not affected. The 
bulbar, median, and superior roota of the trigeminus, as well as the extra- 
bulbar sensory roots, were all more or less degenerated. The motor roots 
were intact. The nuclei of the motor oculi were completely atrophied. The 
optic nerves and the sixth pair were intact. 
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Resection of the Liver. 

Keen (Boston Medical and Surgical Journal, 1892, No. 17) details the case 
of a patient from whom he removed a tumor of the liver. A table con¬ 
taining all the reported cases of resection or amputation of the liver is 
added. His case is that of a woman, aged thirty-one years. Two years 
before coming under observation, she noticed a lump on the right side of the 
abdomen; it remained for several weeks, when it was lost sight of. A year 
later it reappeared, being at that time about the size of a walnut, but steadily 
increasing in size. The patient was broken down in health and felt wretchedly. 
Pain and discomfort led her to seek medical advice. 

On examination, an oval tumor about the size of the fist was seen on the 
right side of the abdomen, in the situation of the kidney, separated from the 
liver dulness by an area of distinct resonance, of three fingers* breadth. The 
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tumor was movable, moderately tender, and of about the consistency of the 
kidney. Jaundice has never been present, nor have digestive troubles ever 
been complained of. The patient has had retention of urine at times, and the 
quantity passed has lately become small. Examination of the urine showed 
blood-clots, blood-corpuscles, a few renal cells, uric acid, etc. 

The case was thought to be probably a floating and diseased kidney, and 
exploratory operation was decided upon. An incision was made in the right 
linea semilunaris, four and one-half inches in length. A multiple cystic 
tumor of a light bluish-white color was found, which was connected with the 
extreme right border of the liver. This was removed by the Paquelin cautery 
and by enucleation with the thumb-nail. The wound was approximated 
by five sutures passed deeply through the liver substance. The abdominal 
cavity was flushed with hot water, and a glass drainage-tube inserted. The 
patient went home entirely well in forty-two days, and when last heard from, 
seventeen months later, had had no return of her former symptoms. 

The tumor measured 4$ inches in its longest diameter, 31 inches in width, 
and 11 inches in thickness. It was found to be a cystic adenoma, originating 
probably in the bile-ducts. 

Of the twenty reported cases, but two are from this country. In nineteen 
of the cases the sex was mentioned; sixteen of these were women and three 
were men. The extremes in age were twenty-one and fifty-eight years. 
Nearly all of the cases were incorrectly diagnosed. The results in the 
twenty collected cases are: recovered, seventeen; died, two; not stated, one. 


Retention-cyst of the Gall-bladder. 

Mixter details (Boston Medical and Surgical Journal , 1892, No. 17) the 
case of a woman, aged thirty years, who consulted him on account of a 
tumor in the right side of the abdomen, with pain and tenderness, almost 
preventing her from doing her usual work. The mas3 was freely movable, 
and was thought to be a tumor or cyst of a floating kidney. An operation 
was performed, when the tumor was found to be a cyst, lying under the liver. 
Careful search failed to reveal the presence of a normal gall-bladder. The 
cyst was stitched to the abdominal opening, and a pint of clear fluid drawn 
off. Part of the cyst wall was excised and a glass drainage-tube inserted. 
Careful search with the finger and the probe failed to detect any gall-stones. 
The cyst was examined, and was thought to be the gall-bladder, greatly dis¬ 
tended by. reason of some obstruction of the cystic duct. There was never 
any jaundice. The case is of interest in showing how slight the symptoms 
may be in occlusion of the cystic duct, and also that the gall-bladder is not 
essential to comparative health. 

Two Cases of Cholecystotomy. 

Cabot reports (Boston Medical and Surgical Journal , 1892, No. 17), two 
cases of operations on the gall-bladder. Both were females; the first was 
about thirty-eight years of age. For six or seven years she had complained 
of severe spells of epigastric pain. Neither jaundice nor clay-colored stools 
had existed in her case. The enlarged gall-bladder was readily detected by 
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palpation. By means of an incision parallel with the lower edge of the ribs, 
the gall-bladder was exposed and incised. Considerable glairy mucous and 
four stones were evacuated. The gall-bladder was stitched to the abdominal 
wound. 

The second case was that of a delicate woman, twenty-nine years of age, 
who had been subject to abdominal distress for some years. Severe pain, 
with nausea, vomiting, and fetid breath, had been a late symptom. The 
urine was bile-stained, and fever had been present. The gall-bladder was 
exposed by an incision similar to that in the previous case. It was found 
to be enlarged, thickened, and adherent to the parietes. No calculi were 
found, but glairy muco-pus was evacuated. Palpation of the duct was 
unsatisfactory, on account of thickening the result of old inflammation. 
The gall-bladder was stitched to the peritoneum and drained. During an 
attack of vomiting, later, the patient threw up three or four calculi, and, 
some days later, several were passed by the bowel. Six weeks after opera¬ 
tion, a small biliary calculus appeared in the fistula; these continued to 
appear for several weeks, above thirty being discharged. It was thought 
probable that the gall-bladder had opened posteriorly and downward, form¬ 
ing an abscess, into which the stones escaped, and were later expelled as the 
contraction following healing took place. Both cases made a satisfactory 
recovery. 

Extra-peritoneal Nephrectomy for Renal Tuberculosis. 

Riviere [Lyon Medicate, 1892, No. 9) reports the case of a woman, aged 
twenty-five years, who entered the hospital under Prof. Poncet with a very 
painful lumbar tumor on the right side. Her father died from an acute 
affection, probably pneumonia. Otherwise there was no especial interest in 
the family history. 

Three months after the birth of her second child she began to complain of 
pain during micturition, which became abnormally frequent. The urine 
was always clear. The case remained without pronounced aggravation for 
some time, when she had four or five hours’ great pain, which was thought 
to be nephritic colic, but it was not accompanied by radiation of the pain 
along the course of the ureter. The urine was then examined, and was 
found to contain a purulent deposit with a pulverulent magma, in which were 
found calculi, but never larger than the head of a pin. These paroxysms of 
pain persisted during a period of two months, but their intensity and duration 
diminished. Injections of morphine and a milk diet were ordered. Some 
months later, these crises of pain were replaced by constant suffering—a 
deep burning sensation—at the same point. At this time a tumor appeared 
in the right lumbar region, painful on palpation. Polyuria developed, and 
her general condition showed evidence of her trouble. The axillary tempera¬ 
ture rose rapidly to 40° C. (104° F.), and was not influenced by antipyrin and 
quinine. There were anorexia, constipation, and emaciation. Blood appeared 
in the urine, which amounted in twenty-four hours to 1200 grammes. The tumor 
in the lumbar region did not give a sense of fluctuation. The bladder seemed 
voluminous, indurated, and painful. By the vaginal touch an elongated, 
painful tumor was felt on the right side of the cul-de-sac, seeming to be on 
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tlie line of the ureter. The diagnosis of calculous pyelo-nephritis, based on 
the clinical history and complete absence of signs of pulmonary tuberculosis* 
was made. Nephrotomy was decided upon, reserving the possibility of a 
more radical intervention. A vertical incision was made, starting from the 
last false rib. The peritoneum was easily separated, and the kidney reached. 

It seemed strewn all over with tubercles and granulations. The mass was 
isolated, the pedicle ligated, and the organ removed without difficulty or 
hemorrhage. Superficial and deep sutures were employed. The kidney was 
increased in size, and presented in its lower portion a soft tumor, which, 
when incised, discharged blood and grumous matter. The surface presented 
lenticular tubercles. On section, the organ was found to be cystic and filled 
with cheesy matter, but no calculi were discovered—the cavernous tubercu¬ 
lous kidney of LeDentu. 

The author recommends in nephrectomy the lateral extra-peritoneal 
method of TrGlat. The incision, however, must not be made too near the 
spine, as, from the thickness of the muscular mass, one works at the depth of 
a veritable tunnel. The transperitoneal method is objectionable, as it injures 
the peritoneum and the kidney and its pelvis are less visible. 

Fifty Cases of Left Inguinal Colotomy, with Remarks on their 
Points of Special Interest. 

Allingham records (British Medical Journal , May, 1892) fifty cases of left 
inguinal colotomy. He considers that for every reason this operation is 
superior to lumbar colotomy, except in a few selected cases. The author’s 
method of performing this operation is as follows: An incision not more than 
two inches in length is made about one and one-half inches inside the left 
anterior superior spine of the ilium. The abdominal cavity is opened, and a 
sponge introduced to keep the intestines and omentum from prolapsing while 
the parietal peritoneum is stitched to the edges of the skin wound. A good 
loop of the sigmoid is then drawn out, and a stitch put through the skin on 
one side, then through the mesentery behind the bowel, back again through 
the mesentery, and tied to the end of the suture which has passed through 
the skin. When this is tightened the peritoneum of the mesentery is brought 
in contact with the parietal peritoneum, and adhesion quickly takes place; 
thus the gut is prevented from slipping back. The gut is then fixed, by 
sutures passed through the peritoneal and muscular coats, to the margin of 
the skin wound. On the following day the gut is opened, or, if there be no 
distention, it may be left three or four days, according to the condition of the 
patient. In a week’s time, if the walls of the divided gut be too prominent, 
they may be cut ofT with scissors even with the skin. 

The supplementary operation, as the author calls it,is done to prevent prolapse 
of the gut through the opening. In drawing the loop of the bowel through the 
incision it should be pulled taut, both from above and below. At the end of 
a week all the gut outside of the body is clamped close to the skin with the 
author’s spiked clamp, and the portion above cut away. The clamp is re¬ 
moved at the end of twenty-four hours. To prevent the passage of feces 
beyond the opening a good spur is necessary. If fecal matter passes into 
the distal portion of the gut, the result of the operation has been a fecal 
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fistula, instead of an artificial anus, and the pain and irritation of the dis¬ 
eased bowel, due to the presence of feces, is not relieved. 

Of the fifty recorded cases, thirty-six were inguinal ordinary operations, 
and in fourteen the supplementary operation was done. In seventeen cases 
the mesentery was long (at least five inches); in twenty-five cases it was 
medium (two to three inches), and in eight it was short. Prolapse took 
place in seventeen cases; in five of these from the upper end alone, in six 
from the lower end alone, and in six from both ends. In seven of the cases 
the loop was twisted when fixed to the inguinal incision, as was shown by 
the bowels operating from the lower of the two openings. It may be con¬ 
sidered that if the patients live two weeks after operation they have recovered 
from the effects of the Burgical interference per se. But two cases died within 
this time. In one of these the fatal result was due to the gut tearing away 
on account of excessive coughing. Peritonitis rapidly developed, and with a 
fatal result. The other case was one in which obstruction had lasted for five 
weeks, and the author thinks the lumbar operation would have been much 
better here. The bowel could then have been opened extra-peritoneally. 
As it was, much difficulty was experienced in bringing the distended bowel 
well into the small inguinal incision, and also in stitching the thinned walls 
to the skin. In consequence of vomiting, the small intestines were forced 
through the wound, tearing away the stitches. 

[The ease of performance of the inguinal as compared with the lumbar 
operation is causing the statistics of the former to accumulate with great 
rapidity. As a rule they are favorable a3 to life, the vastly improved technique 
of abdominal work having lessened the force of what used to be the chief 
argument in favor of lumbar colotomy, viz., that it was extra-peritoneal. 
But the greater tendency to prolapse in the iliac operation, the closer prox¬ 
imity of the opening to the disease, and the possibility of peritonitis in the 
• event of a stitch tearing, or a little leakage occurring, leads many operators 
still to prefer the lumbar route.—J. W. W.] 

Remote Results of the Radical Cube of Hernia. 

Richelot {La Semaine Med., 1892, No. 19) regards the operation as be¬ 
nign and effective; he has had but two deaths in 138 operations. In forty- 
four cases, from 1888 to June, 1891, he obtained thirty-four definite radical 
cures, eight useful results, and two failures, that is with a complete return of 
the original condition. In the eight cases there has been a partial return of 
the hernia, but no more than may be readily controlled by a bandage. As 
regards the operative technique, he emphasizes the fact that he never incises 
the aponeurosis of the external oblique. 

[If these results will stand the test of time they are noteworthy, but the 
general experience of surgeons everywhere is that at least 40 to 50 per 
cent, of cases operated upon for the “radical cure” suffer from relapses. 
—J. W. W.] 

Treatment of Spontaneous Luxations of the Femur in Coxalgia. 

Calot {Ibid., 1892, No. 22) believes the reduction of this displacement 
possible, and that the bone may be retained in position. He has replaced 
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a femur in which the luxation was over a year old. Reduction was per¬ 
formed under chloroform, by means of vigorous traction, following efforts 
at loosening of the bone. He claims that these manceuvres are not accom¬ 
panied by the formidable dangers mentioned by Malgaigne. 

Diagnosis and Treatment of Intestinal Occlusion. 

Comte, in an interesting article on this subject (Revue Medicate de [a Suisee 
Romande, 1892, No. 3), refers to a case observed by Nothnagle, and a case 
reported by Ildus, in which occlusion was caused by a valvular obstruction 
of the small intestine. Schlange attaches great importance in the diagnosis 
of the point of occlusion to the dilatation of the intestine and the peristaltic 
movement of this dilated part. The dilatation and movements can be seen 
with the naked eye, or detected by palpation. 

According to the latter author the portion of intestine above the obstacle 
cannot distend itself to a marked degree, because vomiting ensues and re¬ 
lieves the distention, but a loop of intestine which is the seat of a volvulus 
soon becomes meteoritic, which may assume extreme proportions. One can 
recognize then this loop with the eye, by palpation, and by percussion. Be¬ 
sides, the loop is fixed, and does not present any trace of peristalsis. 

v. Wahl arrives at the conclusion that the presence of a markedly dilated 
coil of intestine, more resistent and immobile, indicates that the cause of the 
obstruction is situated at the base of this loop, and is either strangulation or 
volvulus. In two cases referred to the distention was appreciable in the 
asymmetry of the abdomen, and could also be detected by a sense of increased 
resistence on palpation. 

The mere diagnosis of the anatomical seat is exceeded in importance 
by the topographical diagnosis, which is the only guide to the operator. 
Fortunately this topographical diagnosis is possible in a great number of 
cases: e. g., 1. When there is a tumor which can be felt by palpation, as in 
carcinoma and invagination of the intestine. 2. When in the chronic forms 
of occlusion the first portion of the intestine situated above the obstacle is 
particularly dilated, and the seat of peristaltic movements. 3. When, in the 
acute forms, one finds in a certain region of the abdomen an intestinal loop, 
markedly dilated, aud with increased resistance, fixed, and without peristal¬ 
tic movements, it is unnecessary to say that these diagnostic signs are more 
apparent if the case is seen early. Later, swelling and peritonitis obscure 
the evidences of ileus. 

In a general way the diagnosis of the cause of occlusion has no other value 
than that of an excellent clinical exercise for the student. In practice it 
would be absurd to base the treatment on a diagnosis which has an equal 
chance of being right or wrong. 

We must distinguish two well-defined categories of intestinal occlusion. 
Ileus by strangulation may be recognized by localized meteorism of the 
strangulated loop, by asymmetry, the loop is fixed, more resistent, and without 
peristalsis. The general symptoms are marked with signs of collapse, as in 
strangulated hernia. To this category belong volvulus, the strangulation in 
a diverticulum, strangulation through an orifice, or strangulated intra¬ 
abdominal hernia, and, finally, acute invagination. 
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The second category of occlusion, known as ileus, by obstruction or obtura¬ 
tion, comprises all the cases in which the occluding mechanism consists not 
in a sudden constriction of one or several intestinal loops, but in an obstacle 
which acts by compressing a large surface, or by progressive narrowing. 
Here belong the cases of occlusion by compression of a tumor, the cicatricial 
narrowing, or carcinomatous involvement, the obliteration by tumors, biliary 
calculi, fecal impactions, or clot from chronic invagination. These forms 
all cause a dilatation of the intestine above the obstacle. In chronic cases 
there follows hypertrophy of the muscular coat of the intestine. 

OSTEO-ARTHRITIC TUBERCULOSIS. 

LANNELONGUE (La Semaine Med., 1892, No. 19) divides osteo-arthritic 
tuberculosis into—1. The unexposed and non-suppurating; 2. The unex¬ 
posed and suppurating, and, 3. The open form. The sclerogenous method 
of treatment by parenchymatous injections of chloride of zinc is useful 
in all these classes. In the first stage of the disease, that is before softeniug 
and suppuration, a cure should be obtained in a few months at the most. 
The bone alterations may at times need a complementary operation. In the 
more advanced cases, that is where the joint is open and suppurating, the 
same treatment should be instituted, associated with the necessary operative 
measures, and continued without relaxation until a definite cure is obtained, 
and this Lannelongue believes will follow in a relatively short time. 


Partial Pneumonectomy for Gangrene of the Lung. 

Delagenikre reports (Ibid., 1892, No. 22) a successful operation 
in a man of thirty years. In these cases the author urges as complete 
extirpation of the gangrenous area as possible. It is necessary in every in¬ 
stance to open the pleura freely, and to resect several ribs if free access can¬ 
not be secured otherwise. 

Appendicitis. 

Roux (Ibid., 1892, No. 22) regards the calculi found in cases of in¬ 
flammation of the appendix as true intestinal concretions, and not fecaloid 
particles. The attendant peritonitis, which may be serous, sero-purulent, 
or sero-fibrinous, has but slight significance, and may resolve spontaneously 
without intervention, in spite of a clinical state of the gravest, appearance. 
In septic peritonitis, which is not easy to recognize in the early stages, the 
only valuable sign is retraction of the abdominal wall. 


Gangrene Consecutive to Sacro coccygeal Resection. 

Leprevost (Ibid., 1892, No. 19) has observed in three instances gan¬ 
grene following resection of the coccyx and portion of the sacrum, after 
the method of Kraske. In the suddenness of its appearance, the rapidity of 
the involvement, and the localization, this lesion closely resembles the trophic 
troubles of spinal origin, designated by Samuel by the name of acute 
decubitus, and which every surgeon has observed subsequent to traumatism 
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of the vertebral column. The sixth pair of sacral nerves which unite with 
the fifth pair in supplying the skin over the coccyx, are nearly entirely 
destroyed in resection of the coccyx, and this fact may explain the gangrene 
observed after resection of this bone only. 

[I have seen trophic changes with superficial vesication and sloughing in 
the course of the small sciatic follow a persistent attempt at removal of 
carious bone from the anterior surface of the sacrum. There was no other 
evidence of nerve injury, and healing was rapid and spontaneous. 


Surgical Operations upon the Biliary Ducts. 

Terrier [Ibid., 1892, No. 22) arrives at the following conclusions: 

1. Surgical intervention, when medical treatment has been inefectual, 
is indicated in the chronic cases of cholelithiasis, calculous tumors, 
hydrops, and empyema of the gall-bladder, and for the temporary or per¬ 
manent lesions of the cystic and choledic ducts. 2. The operation is rela¬ 
tively harmless when every aseptic and antiseptic precaution is observed. 

3. Usually the surgeon should avoid doing a primary cholecystectomy, at 
least if not absolutely indicated, as in the case of malignant tumor of the 
gall-bladder. 4. Ordinary cholecystotomy with the establishment of a cysto- 
cutaneous fistula is a harmless operation, which may advantageously replace 
primary cholecystectomy in the cases in which this is not indicated. Should 
the fistula persist beyond a reasonable time, and if the obstruction in the 
cystic duct is not relieved, secondary cholecystectomy may be performed. 

5. The ideal cholecystotomy is preferable to all other operations when the 
walls of the bladder are not altered, and when the ducts are permeable. 
Under these conditions the operation is one attended with very little gravity. 

6. Cholecystenterostomy is indicated only in cases of irremediable occlusion 
of the choledic duct and in persistent fistula; following ordinary cholecys¬ 
totomy, when neither extirpation of the bladder nor cure of the fistula is 
possible. 7. It is necessary in every instance to open the bladder, since ex¬ 
ternal exploration is insufficient in most instances to enable one to accurately 
determine the condition present. Catheterization is a difficult and danger¬ 
ous operation, rarely followed by beneficial results. 

Pathogenesis and Treatment of Surgical Gangrene. 

Jaennel [Ibid, 1892, No. 22) recognizes two forms of surgical gan¬ 
grene—the trophic and the toxic. The former is vascular or nervous in 
origin, or due to a cellular disorganization consecutive to burns, traumatisms, 
etc. If of vascular origin, the lesion is pathological (arterio-sclerosis due to 
syphilis, malaria, alcoholism, or other such cause, embolism of the arteries, 
non-infectious venous thrombosis, or arterial spasm due to ergot), or trau¬ 
matic (rupture, compression, or ligation). If the gangrene is of nervous 
origin, it may be pathological (ulcers, symmetrical gangrene, or sphacelus 
from decubitus) or traumatic. The toxic gangrenes are due either to a 
microbic intoxication, either with or without a diathetic state. In the first 
case, the poison will be general (gangrenous septictemia, gangrene of the 
infectious fevers) or local (malignant pustule, septic phlegmon). In the 
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latter case the same pathogenic causes are modified by the soil upon which 
they develop— e. g., in a subject.of alcoholism or diabetes. 

Three methods of treatment are offered to the surgeon : 1. Expectant, in 
the hope of the spontaneous elimination of the gangrenous segment. 2. Late 
and economical amputation after a course of expectant treatment, permitting 
the spontaneous limitation of the gangrene. 3. Early amputation. In cases 
at all proper, the last method should be chosen. 


DISEASES OF THE LARYNX AND CONTIGUOUS 
STRUCTURES. 


UNDER THE CHARGE OF 

J. SOLIS-COHEN, M.D., 

or PHILADELPHIA. 


Tuberculosis of the Larynx. 

Dr. Ernesto Germonig, of Trieste, reports some favorable results from 
hypodermatic injections of potassium cantharidate (Lo Sperimcntalc, 1891, 
No. 9). 

Dr. Paul Heymann, of Berlin reports (Archives Internal, de Laryngologie, 
etc., March and April, 1891) a number of satisfactory results from inocula¬ 
tions with potassium cantharidate as recommended by Prof. Liebreich. The 
doses varied from 0.0001 to 0.0004, and were inserted under the skin between 
the shoulder-blades. As a rule, they were well borne. No other treatment 
was employed. The cases were, with one exception, as grave as could be, 
with extensive alterations in the lungs, and with multiple and deep ulcerations 
in the larynx. The general condition became improved in a remarkable man¬ 
ner after three or four almost daily injections, but there was no particular 
influence apparent in the frequence or in the aspect of the bacilli. 

Intra-laryngeal injections have been practised with great success by Mr. J. 
Walker Downie, of Glasgow (Brit. Med. Joum., 1891, No. 1581). He pre¬ 
fers a solution of menthol ten to twenty per cent., and guaiacol two to four 
per cent., in olive oil or liquid vaseline. The point of the syringe is carried 
at least as far as the level of the vocal bands and a drachm to a drachm and 
a half is injected daily. It is said that no inconvenience follows, not even 
cough. An agreeable sensation of warmth immediately follows which rapidly 
extends to the region of the sternum, and creates an agreeable glow all over 
the chest. There is great relief from cough, and a good night’s rest is often 
secured by practising the injection just before bedtime. Expectoration is 
lessened, bacilli diminish in numbers, ulcerations cicatrize, fever subsides, 
and bodily weight increases. A number of instances are detailed. It is be¬ 
lieved that the menthol acts as a topical anaesthetic, its effects being far more 
general than when administered by inhalation, while its antiseptic influence 



